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Genital prolapse is not something 
new. Hippocrates knew about it and 
described the uterus “hanging down 
like a scrotum”. It isan important 
condition and causes much incon- 
venience to women so afflicted. 


It seems a patient called Faith 
Raworth about 1670 attempted to 
cure herself surgically ( Willughby 
1863). She “striving to lift a heavy 
coale, and to carry it farther than 
her strength would permit, perceived 
something to crakin her back. That 
night shee suffered lapsus uteri. Shee 
oft put it up, but it would presently 
fall down againe. Being troubled 
and discontented, and wearied with 
this affliction, in hopes to cure her- 
self, shee went into the garden, and, 
laying hold on it, drew it, and cut it 
forth, with part of the vagina uteri. 
A great flux of blood followed, with, 
fainting. Shee swooned, and was 
taken up, more likely, presently to 
die, than to recover.” It seems 
that Faith lived for several years 


afterwards in even greater plight than 
previously because of the vesico- 
vaginal fistula she gave herself! 


If a patient should go to the extent 
of cutting off her prolapse, it can be 
imagined how much discomfort and 
annoyance the condition must cause 
her; and skilled surgery often cures 
without the patient having to endure 
the horrors of a fistula! 


The degree of downward displacement 
of the uterus (prolapse or descensus) 
may vary, but it is usual to recognize 
three degrees. In the first, the cervix 
descends into the vagina; in the 
second, the cervix descends to the level 
of the vulva, while in the third degree 
the cervix protrudes outside the 
vaginal orifice. (Howkins 1956). In 
total prolapse or complete procidentia, 
the whole of the uterus protrudes 
outside the vulva, bringing with 
it both vagina] walls, and it may be 
possible to feel coils of small intestine 
in the pouch of Douglas outside 
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the level of the vaginal orifice. 
Descent of the urethra, bladder, 
rectum or small bowel in Douglas’s 
pouch are spoken of respectively as 
urethrocele, cystocele, | rectocele and 
enterocele. 


There are several factors which play a 
part in the aetiology of genital pro- 
lapse in the female. Injury at the 
time of childbirth is perhaps the most 
important of these. Birth injuries, 
laceration and stretching with conse- 
quent devitalization of tissues—all 
favour prolapse. Application of for- 
ceps and forcible traction through an 
incompletely dilatated cervix is 
another important and preventable 
cause. Apart from birth injuries, 
after the menopause there is oestro- 
gen withdrawal. This leads to poor 
tone of supporting tissues and favours 
prolapse, in the post-menopausal 
patient. Certain lesions such as 
ascites and abdominal or pelvic 
_tumours (Figure 1, 2) may aggravate 
prolapse as may also a rise in intra- 
abdominal pressure by chronic cough. 
The 31 years old patient (left) had a 
third degree prolapse associated with 
tuberculous peritonitis. The abdomen 
is distended with fluid. The presence 


of aggravating factors should be’ 


noted in cases of genital prolapse. 
The primigravida, 25 years old (right), 
complained primarily of something 
coming down and excessive discharge 
which stained her clothes. She hasa 
congested cervix which comes outside 
the vulval outlet (3rd degree prolapse) 
and also a distended abdomen. The 
cause of her distended abdomen was 
a 28 weeks pregnancy and a large 
fimbrial cyst of the right side. She 
was delivered at term of alive child 
by forceps, but the cervix had to be 
cut (trachelotomy). Later, the fim- 
brial cyst was removed. 
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Prolapse is sometimes found in young 
patients and the cause is usually con- 
genital weakness of the supporting 
musculature. (Figures 3, 4, 5, 6). 
A young lady, 16 years of age, had 
noticed something coming down per 
vaginam and was unable to pass 
urine freely unless she digitally re- 
placed the protruding mass (Figure 3). 
Figure 4 is another view showing the 
cervix just emerging from the vulval 
orifice. There is hardly any cystocele. 
A diagnosis of congenital prolapse 
was made and an x-ray of the spine 
was taken. There were no spinal 
defects. Instead of performing a 
Fothergill operation which means 
surgery on the cervix which might 
reduce chances of future conception, 
she was treated by an abdominal 
sling operation devised by the 
ingenious Dr. Shirodkar, a renowned 
Indian gynaecologist. The fascia 
required to reconstruct the utero- 
sacral supporting ligaments was 
obtained from the outer aspect of 
the patient’s thigh. Figure 3 shows 
hypertrophic elongation of the cervix 
in a 30 years old patient which was 
successfully treated by Fothergill’s 
operation. A hypertrophic oedema- 
tous everted prolapsed cervix of a 30 
years old woman is shown in Figure 4. 
Genital prolapse was complicated by 
a small pelvic inflammatory mass on 
the left side. She also had excessive 
uterine bleediag. She was cured of her 
complaints by vaginal hysterectomy 
and repair of the pelvic floor. The 
chronic inflammatory mass was also 
removed at the same operation by 
the vaginal route. 


Genital prolapse is a slow process and 
develops gradually. There is usually 
progressive herniation of the urethra, 
bladder, bowel or rectum into the 
vagina. Retroversion of the uterus 
occurs early in prolapse and it favours 
descent of the uterus and as this 
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occurs, the vagina gradually inverts, 
When the prolapse is of long standing, 
the vaginal mucosa tends to get dry 
and to epithelialize. (Fig. 7,8). This 
41 years old patient put up with her 
prolapse for 17 years. The lax vulval 
outlet may be noted which enables 
the genitals to prolapse with the least 
effort. The cervix is hypertrophied. 
She was cured by vaginal hysterec- 
tomy. 


Hyperplasia and keratinization of 
the vagina occurs. It is also prone 
to injury by friction against the 
thighs or clothing and this leads 
to decubitus ulcers. The cervix tends 
to get congested and oedematous and 
ulceration and infection commonly 
follows. There is always the possi- 
bility of malignant change occuring, 
In prolapse of long duration, infection 
of the uriue and chronic cystitis 
occurs. The downward displacement 
and compression of the ureters may 
lead to the development of hydroure- 
ter and hydronephrosis. Neglected, 
uraemia may result (Figures 9, 10,11, 
and 12). A giant prolapse of two 
years duration in a 30 year old pati- 
ent is shown in figure 10. That itis 
totalis clearly brought out in figure 11 
where the outline of the entire uterus 
may be seen. Urographic studies 
revealed the presence of right hydro- 
nephrosis (Figure 9) and the irregular 
contracted outline of an infected 
bladder (Figure 12). The patient was 
cured by vaginal hysterectomy. 


Symptoms: Patients with prolapse do 
not always report to their doctors in 
the early stages of their trouble. They 
generally endure the complaint until 
the development of some symptom 
which makes it necessary to seek 
medical aid. 


‘Something coming down” is pro- 
bably the most common complaint of 
the patient with genital prolapse, 
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although it should be remembered 
that everything that comes down is 
not genital prolapse. (Figures 13, 14, 
15 and 16). Everything that comes 
down is not genital prolapse is shown 
by these interesting cases. The 27 
years old patient has a Gaertner’s 
cyst of the vagina. It gave no 
trouble during her childbirth 6 months 
previously. The condition may be 
readily distinguished from a cystocele 
which it resembles by the fact that 
the catheter passed into the urethra 
will enter a cystocele but not the 
cavity of a vaginal cyst ( Figure 13). 
The patient in figure 14 has not only 
a prolapse with cystocele, but cysts 
of the anterior vaginal wall as well. 
Ulceration of the cervix and pigment- 
ation of the vaginal wall may also be 
noted. The mass coming down, 
demonstrated by retraction of the 
posterior vaginal wall with a Sim’s 
speculum in figure 15, is a fibroid 
polypus. A very rare condition which 
may simulate a genital prolapse and 
which has to be borne in mind in 
the differential diagnosis is shown in 
figure 16. This is a case of non- 
puerperal inversion of the uterus due 
to a fundal filbromyoma. (Sitaratna 
A, and Sarma Vishnu, (1962) Fundal 
Fibromyoma of the Uterus causing 
non-puerperal inversion of the uterus, 
Antiseptic, 59, 5: ). 


She may also complain of discomfort 
or pain during intercourse. <A 
sensation of heaviness in the pelvis, 
dragging sensation or a bearing 
down sensation are the other 
common symptoms. There may be 
actual lower abdominal pain or low 
backache. Traction on the round 
ligaments may cause aching in the 
groins. 


Another important symptom is white 
discharge. The oedematous cervix 
tends to secrete excessively and this 
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causes profuse discharge. If the 
cervix is infected or if there are 
vaginal ulcerations which are infected, 
the discharge may be offensive. 
Occasional spotting of blood may also 
be present. However, in the presence 
of this last symptom one has to 
be careful to exclude malignant 
change. 


Disturbed urination is another 
common complaint. Often it takes 
the form of frequency of micturition 
due to infection of the bladder. How- 
ever, a patient with a large cystocele 
may find it difficult to initiate the act 
of micturition and careful enquiry 
may show that she has to digitally 
replace the prolapse before she can 
perform the act. (Figures 17, 18). 
Low backache, vaginal discharge 
and difficulty in micturition were the 
complaints which brought this 25 
years old patient to the hospital. 
The figures illustrate the third degree 
prolapse and also the manner in which 
she has to reduce the prolapsed mass 
to cnable her to pass urine. She was 
cured of all her complaints by a 
Fothergill operation. 


Post urinary dribbling is not un- 
common and may require considerable 
straining. The stream may also be 
interrupted. When there is an 
associated urethrocele, the patient 
complains of the symptom of stress 
incontinence, 


Disturbances of defaecation is not a 
very common complaint, although 
constipation may be associated with 
a large rectocele. 


The symptoms may -not be volun- 
teered by the patient and the practi- 
tioner would do well to have these in 
mind and put specific questions, for a 
fairly accurate diagnosis can be 
reached even before a physical 
examination of the patient is made. 


Signs: The vaginal introitus is gene- 
rally gaping. The perineal body 
may be lax. There isa bulging of 


the anterior vaginal wall made more 
obvious by requesting the patient to 
strain. If she is asked to cough, the 
presence of stress incontinence is 
demonstrated by the fact that spurts 
of urine may escape from the urethral 
orifice. A posterior bulge usually 
represents a rectocele and/or entero- 
cele. The two conditions need to be 
distinguished. (Figures 19, 20). Only 
a rectal examination can confirm the 
presence of a rectocele. Figure 19 
shows the appearance of an enterocele. 


In the beginning of the last century, 
the wife of a costermonger consulted 
Garengeot ( Memories de 1’Academie 
Royale de Chirurgie, tom 1: 707) for 
what she considered was descent of 
the womb. She was a multiparous 
woman and had noticed pain in the 
vagina and descent of the womb after 
the birth of her fifth child. On 
examination, Garengeot discovered a 
whitish tumour which not only occu- 
pied the vagina, but projected beyond 
the labia in such a manner as to 
admit the introduction of a finger 
between it and the vaginal parietes 
posteriorly. The os uteri was in its 
natural situation, and the tumour 
diminished very much in size on 
pressure. This at once made him 
suspect it to be a descent of the 
intestine, and with that impression 
he placed the patient in a recumbent 
posture and applied taxis, when he 
felt the contents of the tumour 
receding through the superior and 
right lateral portion of the vagina. 
After the retrocession, the vagina 
was felt soft, relaxed and thin. In 
order to strengthen his conviction 
that it was a case of vaginal hernia — 
of which he never had heard before — 
he desired the patient to get up and 
walk and also to cough strongly. 
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These movements caused the tumour 
to return again immediately and con- 
vinced him of the truth of his 
surmise. 


This detailed account of what is 
believed to be the first record of 
enterocele (hernia in Douglas’ pouch) 
demonstrates the value of eliciting 
and recording physical signs carefully, 


Vaginal examination may demons- 
trate laxity of the pelvic floor. In 
total prolapse the cervix may come 
right outside the vulval orifice 
followed by the uterus. A rectal 
examination should not be omitted 
for it enables a rectocele to be 
distinguished from an enterocele. It 
also confirms that the protrusion on 
the posterior vagina is in fact a 
rectocele and not something else like 
a Gaertner’s cyst for instance. In 
certain cases a catheter may be 
passed into the urethra and this can 
be made to enter the anterior vaginal 
swelling demonstrating beyond all 
doubt that the swelling is the 
prolapsed bladder and not an 
anterlor vaginal cyst or some other 
lesion. When the cervix does not 
readily emerge on straining, it is 
often necessary to apply a volsellum 
on the anterior lip of the cervix 
and pull on it. This enables the 
true extent of the prolapse to be 
determined (Figures 21, 22, 23 and 24). 
The patient may be asked to strain 
which brings into view the full extent 
of her prolapse so that the degree 
can be assessed and other features 
noted. Occassionally, when the 
prolapse is not obvious, traction on 
the cervix witha volsellum (figure 22) 
brings the prolapsed structures into 
view. When the prolapse is already 
outside, it should be reduced and an 
internal pelvic examination should be 
made. This tells one whether the 
prolapse is reducible or not, and also 


helps to determine if there is 
associated pelvic pathological lesions. 
A particular note should be made of 
the size of the uterus for lesions of 
the uterus may coexist with a 
prolapse anf may influence the line 
of treatment to be followed. 


Treatment: Not all patients with a 
prolapse need operative treatment. 
Slight degrees of prolapse following 
childbirth respond to exercises that 
strengthen the pelvic floor and the 
patient should be advised to avoid 
doing such things as will aggravate 
prolapse. Prolapse without any 
symptoms also is best left alone. 
However, should there be symptoms 
of any sort, treatment should be 
advised. 


Operative method is the treatment 
of choice for genital prolapse. There 
are various kinds of operations, but 
they usually fall into one of the 
following : 


1. Anterior vaginal repair and/or 
posterior vaginal repair if the patient 
has only a cystocele and/or rectocele. 


2. Fothergill (Donald - Fothergill’s 
or Manchester) operation: This 
consists of anterior and posterior 
vaginal repair, amputation of a 
portion of the cervix and deep sutu- 
ring of the pelvic floor (this being per- 
haps the most important part of the 
operation). The operation is usually 
done on women who still wish to bear 
children and who have a healthy 
uterus and wish to continue men- 
struating. The diseased cervix is 
amputated. When sterilization is 
desired, this can also be carried out 
during this operation so that men- 
strual function alone continues. 
This operation is naturally not 
desirable for the patient who has a 
diseased uterus or an elderly patient 
with a massive genital prolapse. For 
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such patients the operation of choice 
is vaginal hysterectomy with repair 
of the pelvic floor. 


3. Vaginal hysterectomy: In this 
operation the uterus can be removed 
along with the adnexae (fallopian 
tube and ovary ), if they are diseased. 
The pelvic floor is repaired. 


4. LeFort’s operation: In very old 
and frail poor-risk patients LeFort’s 
operation is easy to perform. A 
portion of the anterior vaginal wall 
and a similar portion of the posterior 
vaginal wall are bared and these areas 
are approximated to each other by 
suturing so that a buttress of tissue is 
formed in the vagina. Sexual life is not 
possible after this operation, although 
the double barrelled vagina which 
meets at the top at the cervix, 
allows cervical secretions to drain 
away. This simple operation by 
partial occlusion of the vagina 
prevents uterine descent. This opera- 
tion is only very rarely indicated. 


5. Special vaginal and abdominal 
sling operations: These are required 
for special cases and one instance is 
the Shirodkar’s fascial sling opera- 
tion which aims to give new 
utero-sacral supports in congenital 
‘weakness of this structure where it 
is thought undesirable to inflict 
surgical trauma on the cervix. 
Special operations have also to be 
performed in cases of urethrocele and 
stress incontinence to support the 
urethra and restore normal function 
of micturition. 


These are some of the common 
Operative methods in the treatment 
of genital prolapse about which the 
practitioner should know. Those 
interested may obtain details of these 
operations in standard books on 
gynaecology. 


Conclusion: The purpose of this 
article profusely illustrated by photo- 
graphs is to impress on the 
practitioner that genital prolapse is 
by no means uncommon and he 
should be able to recognize those 
symptoms to which this condition 
gives rise. So often the practitioner 
may be perplexed by the patient’s 
symptoms when mere inspection of 
the genitalia will show their cause. 
Genital prolapse in the later stages 
may be distressing and if left uncared 


for any great length of time, 
may even prove to be a dangerous if 
not lethal condition. Repeated 


urinary infection may be followed by 
actual compression of the ureters with 
secondary changes in the upper urin- 
ary tract and renal failure (uraemia). 


Genital prolapse may cause 
considerable discomfort and may 
interfere with the livelihood of women 
who work, and early diagnosis and 
timely attention (generally surgery 
is the treatment of choice) can give 
complete relief and in the great majo- 
rity of cases give permanent cure. 
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THE MANAGEMENT OF RETENTION OF URINE * 


C. N. SANTHANAM, m. S., Coimbatore, 


The management of retention of 
urine depends on a knowledge of the 
various causes that produce the 
retention, whether it is acute or 
chronic. Though the initial manage- 
ment may be the same, in many 
cases the causative lesions may be 
different in different age groups like 
vesical-neck obstruction in children 
and prostatic enlargement in older 
people. Also there certain 


are 
diseases peculiar to women in which 
retention of urine may occur. 


Complete retention of urine has been 
so commonly associated with the 
male that its occurrence and signifi- 
cance in the female has not been 
fully realised. Although in common 
practice its incidence is admittedly 
infrequent, a perusal of the literature 
reveals that it is not a rare and 
uncommon condition. 


Retention of urine is an anamoly of 
the function of micturition. This 
may be acute or chronic. The acute 
condition may be due to (1) obstruc- 
tion, (2) spinal cord lesions, (3) reflex 
inhibition or spasm, and (4) achalasia 
of the sphincter. The chronic reten- 
tion is a condition in which there is 
Jong standing partial obstruction 
without actual stoppage. In the 
elderly and older people, it is most 
often due to stricture of urethra or 
an enlarged prostate. In children, it 
is often due to the presence of 
posterior urethral valves or vesical- 
neck obstruction due to Marrion’s 
disease. 


The retention with obstruction is 
due to lesicns in the following : 


(1) Penis: Phimosis, para-phimo- 
sis, encircling rings or string, 
and growths. 


Urethra: Congenital stenosis, 
pinhole meatus, stricture, rup- 
ture, stones, foreign body, 
congenital valves or folds, acute 
urethritis and pressure from 
outside (growths in the penis). 


(2) 


(3) Prostate: Benign enlargement, 
carcinoma, and acute or chronic 


prostatitis (with abcess). 


Neck of bladder: Growth or an 
impacted stone or” Marrion’s 
disease in children. 


(4) 


The second common type in which 
retention occurs is the spinal cord 
lesions. These lesions may be either 
due to injury to the spinal cord 
which is more common, or to diseases 


like tabes dorsalis, transverse 
myelitis, disseminated sclerosis, 
etc. Retention following spinal 


anaesthesia is due to a temporary 
interference in the conducting 
mechanism. 


The third type of retention is due to 
reflex inhibition or spasm that occurs 
in the post-operative period after 
operations on the rectum and vagina, 
dilatation of the urethra, circum- 
cision, etc. In some cases of hysteria, 
retention of urine has been met with. 
The rarer type of “achalasia of the 
sphincter ” described by Young as 
‘“dyskenisis of the detrusor and 
sphincter mechanism of the bladder ” 
is now considered by some to be part 
of Marrion’s disease. 


eit ei i pg ig a me is inn eo npr - 
* Based ọn a talk given at the Tanjore Branch, I. M. A. on 31—12—1981. 
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MANAGEMENT OF ACUTE RETENTION 
OF URINE: 


Whether the retention is an acute 
one or an acute exacerbation of a 
chronic condition, the initial manage- 
ment is the same, though the later 
definitive management depends on 
the causative lesion. Acute retention 
‘is one of the conditions in medicine 
which calls for emergency inter- 
ference. Every medical practitioner 
knows the marked distress of 
the patient who cannot void 
urine and so he must be able to 
offer some relief to him, Before 
attempting to catheterise the bladder, 
it is essential to try and determine 
to which group the patient belongs. 
This will enable us to decide whether 
he requires a temporary diversion of 
urine or a permanent one or just some 
conservative measure to tide over 
the first few hours of the acute 
phase. 


The post-operative reflex retention is 
usually easily recognised as also the 
group due to lesions of the spinal 
cord either due to injuries or to 
diseases. The group with urethral 
stricture will often give a history of 
gradual slowing of the stream or 
forking of the stream and also the 
history of repeated dilatations and 
catheterisation. In cases due to 
ucute urethritis there is obvious 
infection and purulent discharge per 
urethra. History of injury to the 
urethra or exposure to venereal 
diseases may be obtained in cases 
where the strictures are due to 
trauma, gonorrhoea, syphilis, or 
lympho granuloma venerium. In 
infants and children, if there is no 
obvious phimosis or para-phimosis or 
a pinhole meatus, presence of 
posterior urethral valves or vesical- 
neck obstruction should be thought 
of. Acute retention is very uncom- 


mon in the new born infant. The 
cause of the failure to pass urine is 
most often due to delay in renal 
excretion which recovers spontane- 
ously by the second day. In cases of 
retention due to calculus obstruction, 
the history of sudden cessation 
during micturition and also of relief 
obtained in different and bizzaare 
positions will suggest the lesion. 
In older individuals prostatic. causes 
like prostatitis, abcess, nign 
enlargement and carcinoma, or 
calculus could be detected often by 
a rectal examination. 


TREATMENT : 


Before catheterisation is attempted, 
in all cases conservative methods like 
warm sitz bath, warm water enema, 
fomentation to the bladder region, 
etc. should be tried. Only if these 
fail, catheterisation should be done. 
It should be done as aseptically as 
possible, since the distended bladder 
is very prone to infection. Once 
infection has been introduced into 
the bladder by injudicious and 
careless catheterisation, it becomes 
rather difficult to control and eradi- 
cate the infection inspite of the latest 
antibiotics, because most often the 
infecting organisms become resistant 
to them soon. So every possible 
care must be taken to carry out the 
catheterisation aseptically. Sterili- 
sation of the catheters, sounds and 
bougies must be thorough. Rubber 
catheters, sounds and metal catheters 
should be boiled. Gum-elastic bougies 
should be sterilised by paraldehyde 
vapour or in carbolic acid solution 
(1 in 20). Plastic or polythene tubes 
could be boiled in water, but should 
not be handled while it is hot as it 
will get distorted in shape. Scrubbing 
of the hands of the medical practi- 
tioner and wearing of cap and mask 
ag for any other surgical procedure 


The Management of Retention of Urine — C. N. Santhanam 


are essential whenever it is possible. 
Indeed it will be ideal to carry out 
the whole procedure in the operation 
theatre. But in general and private 
practice, if may not be: possible. 
Still practitioners should scrub well, 
after washing the prepuce and the 
glans of the patient’s penis with soap 
and water or 1/200 mercuric per- 
chloride, or KMNO, solution (1 in 
5000). One should avoid touching 
the catheter with fingers as far as 
possible and pass it through the 
urethra with the aid of two non- 
toothed dissecting forceps. <A recent 
innovation described in the “Lancet” 
was to sterilise the catheter after 
threading if through a bigger bore 
rubber or polythene tube and to pass 
the catheter by grasping the outer 
tube. The catheter should be well 
lubricated with sterile liquid paraffin. 
Glycerine might cause smarting pain. 
Hence it should be avoided. When 
available sterile analgesic cream like 
nupercainol or xylocaine jelly could 
be used, though some object to these 
because of the possible absorption 
through raw areas (especially in cases 
with strictures) producing toxic 
effects. In the nervous patients and 
in those who complain of severe pain, 
injection of morphine with atropine 
can be given before the catheterisa- 
tion. Sometimes preliminary disten- 
tion of the urethra with instillation 
of sterile warm olive oil will facilitate 
the whole procedure. The withdrawal 
of urine should not be done suddenly. 
The bladder should be decompressed 
gradually by connecting the catheter 
to a Kidd’s reversed “U” tube or a 
drip chamber of saline infusion 
apparatus or by tidal drainage. Too 
sudden withdrawal of urine is said to 
lead to: (1) bladder haemorrhage 
from removal of the support which 
the urine gives the distended mucosal 
veins, (2) anuria, (3) sudden collapse 
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from a reduction of intra-abdominal 


pressure, and (4) paralytic atony of 
the bladder muscle. 


If a patient requires frequent cathe- 
terisation and when facilities to 
carry on the tidal drainage is not 
available, it is better and safer to 
get the patient admitted into a 
hospital where such facilities are 
available or where supra-pubic 
cystostomy could be done as early as 
possible. The catheter should not 
be left in place for more than three 
or four days, because it induces 
urethritis. When there is obvious 
infection present in the anterior 
urethra or when it is not possible to 
pass the catheter because of stricture 
or rupture of urethra, suprapubic 
aspiration of the urine from the 
bladder can be done. This can be 
done as a temporary measure just 
before getting the patient transported 
to a hospital. This is a very useful 
procedure in children and also in 
old people with prostatic obstruction. 
This could be carried out under local 
anaesthesia and with a narrow bored 
long lumbar puncture needle. The 
urine can be aspirated and then the 
needle fixed to the anterior abdominal 
wall with adhesive strapping and 
then connected to a slow drainage 
system like tidal drainage till he is 
removed to the hospital for further 
surgery. This procedure should not 
be repeated for more than two or 
three times because of possible 
extravasation of urine in the retro- 
pubic (or prevesical) space. When 
and where possible suprapubic cathe- 
terisation with Kidd’s trocar and 
cannula or Riches’s modification can 
be used. This is a very useful 
procedure in the patient who is too 
ill to stand a suprapubic cystostomy. 
Under local anaesthesia through a 
smal] vertical skin incision quarter 
inch long the distended bladder is 
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pierced midway between the umbilicus 
and the symphysis pubis with the aid 
of the trocar and cannula threaded 
with the catheter. Riches’s modified 
instrument prevents any leakage of 
urine. This procedure should not 
be done if the bladder is not well 
distended because it may injure a 
loop of intestine. 


In almost all cases except those due 
to the lesions of the spinal cord, 
suprapubic cystostomy is the safest 
method of bladder drainage, when 
catheterisation has failed or when 
it is needed frequently. The chances 
of bladder infection in this procedure 
is lesser than either with intermittent 
catheterisation or with an indwelling 
catheter. This procedure can be 
done in all ages and under - local 
anaesthesia. This forms in many 
cases a preliminary step to the actual 
operative removal of the prostatic 
obstruction as a second stage proce- 
dure, to the repair of traumatic 
stricture or removal of an impassable 
stricture and repair of the rupture 
of the urethra. 


Some prefer to do a perineal 
urethrostomy as a method of urinary 
diversion to a suprapubic cystostomy. 
Though this avoids an incision on 
the anterior abdominal wall, the 
possibility of ascending infection is 
not minimised. 


Once the acute stage is tided over, 
the underlying causative lesion is 
treated. Paraphimosis and phimosis 
can be corrected by circumcision. 
Pinhole meatus is enlarged by a 
small downward incision and eversion 
of the mucus membrane and dilata- 
tion of the meatus. Removal of the 
foreign bodies or cauterisation of the 
congenital bands or urethral valves 
through a urethroscope can be done. 
A stone in the prostatic or penile 


urethra can be coaxed into a rubber 
catheter (whose tip has been cut off) 
and removed. A stone blocking in 
the fossa navicularis can be removed 
by a forceps gently. 


MANAGEMENT OF CHRONIC RETENTION 
OF URINE : 


Chronic retention of urine is a 
condition in which there is a long 
standing partial obstruction without 
actual stoppage. The commonest 
causes are stricture of the urethra 
and prostatic obstruction. In 
children and young adults it may be 
due to vesical neck obstruction which 
is being recognised increasingly in 
the recent years. When this chronic 
retention is allowed to proceed, 
important pathological changes take 
place. They are dilatation of the 
bladder, hypertrophy of its muscles 
with trabeculation and sacculation, 
dilatation of the ureters and renal 
pelves leading to hydronephrosis. 
Once there is stasis, soon infection 
supervenes resulting in cystitis, 
pyelitis, pyelonephritis leading on to 
partial or total suppression of urine, 
anuria and death. Though stricture 
of the urethra and prostatic hyper- 
trophy may be simple, they can 
produce far reaching effects and 
destruction of renal function. 


Patients with chronic retention may 
not complain of pain, but may come 
with symptoms of chronic uraemia or 
with recurring urinary infection 
manifested by fever with chill. This 
is especially so in children. They 
may fail to gain weight, lack appetite, 
have frequent attacks of head-ache 
and have increased blood pressure. 
So it is incumbent on us to be aware 
of the various causes that produce 
chronic retention or uraemia and 
institute adequate and effective 
measures to overcome the obstruction 


The Management of Retention of Urine ~C. N. Sauthanem 


and infection, to restore the kidney 
functions and thus salvage the 
individual. 


Retention due to stricture of the 
urethra may be attempted to be 
relieved by dilatation of the stricture 
with sounds of increasing size. When 
it is not possible, filiform bougies 
are passed one by one so that 
they may be followed by a big size 
sound or catheter. Even if it is 
possible to pass only one filiform 
bougie, it may be left insitu for a few 
hours. Urine will trickle along its 
sides due to capillary action and later 
this can be replaced by a bigger one. 
This is an important manouvre in 
cases with acute exacerbation of the 
symptoms. When the stricture is 
impassable, external urethrostomy 
with or without suprapubic cystos- 
tomy is done. 


In chronic retention due to prostatic 
hypertrophy, removal of the prostatic 
adenoma either in one stage or two 
stage procedures can be done. When 
there is no infection of the bladder, 
when the kidney functions within 
normal limits and when the patient’s 
general condition is good, a single 
stage procedure is permissible; but 
when there is infection of the bladder 
and the blood urea is increased and 
when the patient is frail, a two stage 
procedure is indicated. In the first 
stage suprapubic cystostomy is done 
and the bladder drained, urinary 
infection is controlled, the back 
pressure on the kidneys is minimised, 
the general condition of the patient 
is improved and then the actual 
removal of the prostatic adenoma is 
done as a second stage procedure. 
Though there are many methods 
available for removal of the prostatic 
adenoma, for a general surgeon, the 
transvesical suprapubic method of 
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Freyer’s enucleation of the adenoma 
is the safest and easiest. In compe- 
tent hands, retropubic method of 
Millen has been equally successful. 
In the case of middle lobe enlarge- 
ment and metiilan bar obstruction, a 
transurethral resection of the 
adenoma can be done. This procedure 
also is useful as a palliative measure 
in inoperable carcinoma of the 
prostate with retention of urine. 


In cases due to carcinoma of the 
prostate, when it is diagnosed early, 
when the lesion is confined inside the 
capsule, and when there is no meta- 
static spread, perineal total pro- 
statectomy can be done. In the 
advanced cases as mentioned above 
transurethral resection of the obs- 
tructing portion, orchidectomy and 
stilboesterol therapy will make the 
patient’s life comfortable. 


RETENTION OF URINE DUE TO SPINAL 
CORD LESIONS : 


In cord lesions due to injury as in 
fracture of the spine, the bladder 
passes through three phases, if 
untreated. There is first a stage of 
complete retention, followed by reten- 
tion with over flow (that is passive 
or false incontinence) and then by 
periodic reflex micturition. These 
phases vary from case to case 
in duration and in manifestation. 
Urinary stasis leads to calculus 
formation in about 30% of cases of 
spinal cord lesions. Hence the 
management is of great importance. 
The patient must be transported 
safely to a hospital where facilities are 
available for the management of the 
paraplegics. Many of the cases can 
be safely managed in an institution 
without open drainage by means of 
an indwelling catheter and tidal 
drainage. This type of drainage 
helps to hasten the re-establishment of 
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automatic bladder, but this requires 
a very efficient and conscientious 
nursing care. 


When it is not possible, suprapubic 
eystostomy must be dene and this 
reduces the infection of the bladder 
and the incidence of stone formation. 
This need not be done at ence. A 
delay of 24 or 36 hours even without 
catheterisation is not harmful pro- 
vided suprapubic cystostomy is done 
immediately afterwards. When and 
where available, Riches’s method of 
suprapubic catheterisation could be 
done as high as possible. Once the 
bladder is drained, the patient is pub 
on small doses of sulphonamides daily 
(1 tds is enough). Mixture ammonium 
chloride and alkaline diuretica can 
be given alternatingly to change the 
pH of the urine and thus minimise 
infection and stone formation. In 
female patients open drainage is not 
necessary and they can be managed 
with catheterisation alone, as they 
are less prone to urethritis and the 
annoying complication of epididymitis 
seen in the male is absent in them. 


“In lesions of the cord above the third 
sacral segment, the suprapubic wound 
may be closed after a few weeks if 
the patient can walk about. Otherwise 
for the sake of nursing convenience, 
the suprapubic catheter is to be left 
insitu till he is fit to walk. But in 
the lesions of the cauda-equina and 
lower sacral region, the suprapubic 
cystostomy has to be maintained at 
least for two years. If the patient 
passes small quantity of urine per 
urethra when the suprapubic catheter 
is clamped and when there is response 
to faradic stimulation in the leg 
muscles, the S. P. catheter may be 


removed and the wound closed even 
if there is slight infection, because 
the infection clears once the wound 
is closed. By these procedures many 
of the patients (about 90%) develop 
automatic bladder drainage. The 
remaining may have a high residual 
urine, trabeculation of the bladder 
and a fold of trigone obstructing the 
internal urethral meatus. These 
people may require transurethral 
resection of the bladder neck or a 
division of the anterior roots of the 
fourth sacral nerve to lessen the tone 
of the compressor urethrae. If the 
suprapubic fistula fails to close, it 
may indicate a lesion high above 
in the central nervous system, af 
the base of the brain for example, or 
of non-traumatic disease of the 
nervous system. 


Lastly, a few words about retention 
of urine in women. Though the 
women escape the retention following 
stricture or prostatic enlargement, 
they are liable to develop retention 
due to such extrinsic causes like 
incarcerated uterus in pregnancy 
(especially retroverted), pelvic abcess, 
myoma (especially the sub-mucus 
variety protruding into the vagina), 
haematocolpos due to imperforate 
hymen, endometriosis, abdominal 
tumours and mass in faecal impaction. 
All these produce pressure and angu- 
lation of the urethra and the bladder 
neck from without. Perineal relaxing 
factors like a large cystocele, proci- 
dentia and abdomino-perineal resec- 
tions may produce marked angulation 
and distortion of the urethra. The 
retention in these cases can be 
managed by catheterisation and treat- 
ment of the underlying conditions. 


Years of clinical research have established beyond 
doubt that proteins are of prime importance to the 
growth, maintenance and repair of the human body. 
Demand for proteins is enhanced during increased 
physiological conditions and in conditions of stress, 
disease and injury. They can be easily met 7 





a atataki pre- aested protein 
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ABSTRACTS AND EXCERPTS 


ARTERIAL HYPERTENSION AND ISCHAEMIC HEART DISEASE: 


The WHO Expert Committee on Arterial Hypertension and 
Ischaemic Heart Disease met in Geneva from 16th to 23rd October, 1961. 
The following are abstracts from the report submitted by the Committee. 


A. Arterial Hypertension. 


Diagnosis: In considering preventive and therapeutic measures in 
arterial hypertension, diagnosis is of primary importance since the results 
of therapy depend on the nature of the underlying disease. Recent methods 
of investigation have revealed that some cases previously diagnosed as 
essential hypertension may be of renal or endocrine origin. Nevertheless, 
there is good reason to suppose that these represent only a minority of 
cases in this large group. 


Examination of the urine for protein should always be made. This 
will exclude most patients with renal disease, but relatively few patients in 
the group of essential hypertension. 


Stages: Stage 1. High blood pressure without evidence of organic 
changes in the cardiovascular system. 


Stage 2. High blood pressure with cardiovascular 
hypertrophy but without other evidence of organ 
damage. ý 


Stage 3. High blood pressure with evidence of organ 
damage attributable to the hypertensive disease. 


Preventive and Therapeutic Measures: The aim of prevention is in the 
first place to minimize the occurrence of high blood pressure, and in the 
second place, to prevent further progression leading to the later ill-effects. 
In view of our lack of knowledge of etiological factors, no effective measures 
can at present be recommended which will prevent the occurrence of 
essential hypertension nor can susceptibles yet be identified. Action is 
therefore limited to therapeutic remedies directed against the progressive 
effects of the disease. In renal hypertension, some steps can be taken to 
prevent the development of the primary disease, e. g. chronic pyelonephritis. 


B. Ischaemic Heart Disease : 
We suggest that for the purposes of this enquiry ischaemic heart 
disease should be sub-divided as follows :— 
(1) Angina of effort 
(2) Myocardial infarction (old and recent) 
(3) Intermediate types 
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(4) Ischaemic heart disease without pain 
(a) Asymptomatic 


(b) Non-specific effects of chronic myocardial damage. This 
group includes cases with chronic heart failure and other 


manifestations such as arrhythmia, attributable to 
atherosclerosis. 


Preventive and Therapeutic Measures: The possibility of applying preven- 
tive measures in ischaemic heart disease is at present limited by the 
incompleteness of our understanding of etiology, and difficulties in early 
diagnosis. Recent evidence has suggested strong associations between 
ischaemic heart disease and certain factors such as high blood cholesterol 
and hypertension, but at almost all points further information is needed 
before these relationships can be given practical application. 


Adjustment of Habits and Way of Life: The Committee carefully examined 
available evidence on the role of physical activity, nervous stress, and 
smoking in the pathogenesis of ischaemic heart disease. Although these 
factors may be of importance, the available information does not justify 
any definite recommendation. Further information is needed on these 
problems. 


Treatment of Hypertension: Since high blood pressure has been clearly 
shown to accelerate the development of atherosclerosis, it is rational to 
include the treatment of hypertension in the prevention of ischaemic heart 
disease. 


Anti-Coagulant Therapy: There seems to be little disagreement about 
the usefulness of anti-coagulant therapy in preventing thromboembolic 
complications or further thrombosis during the first two months after an 
acute attack of myocardial infarction, providing that the known contra- 
indications are respected, adequate control is available, and withdrawal of 
therapy at the end of this period is gradual. Moreover, evidence from 
various sources strongly suggests that after a first myocardial infarct in 
patients under 60 years of age, anti-coagulant therapy reduces the risk of 
recurrence during the first year. In the broad group of patients with 
angina it does not appeay justifiable to make any general recommendation 
until further information is available, but there is preliminary evidence that 
during the first two years after the onset, anti-coagulant therapy reduces 
the risk of infarction. There is no evidence at present that anti-coagulant 
therapy is beneficial in asymptomatic ischaemic heart disease or in subjects 
predisposed to the disease but not suffering from it. 


— WHO Technical Report Series 1962, 231. 


MASS TREATMENT OF RINGWORM: 

A planned trial on the applicability of griseofulvin in mass treatment 
campaigns in areas where ringworm of the scalp is endemic has been carried 
out in conjunction with WHO in the Teslic area of Yugoslavia where the 
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prevalence in some villages is as high as 5 to 10%. Three different schedules 
were used.: 25 mg.'kg. once weekly for 4 weeks; 25 mg./kg. twice weekly 
for 4 weeks; 50 mg./kg. once weekly for 4 weeks. Household contacts were 
given half of the usual dose in a proportion of the families studied. Local 
treatment of the scalp was practised in only one group of cases. 


The results show that even the lowest dosage schedule of 25 mg./kg. 
weekly for 4 weeks combined with local treatment, cured at least 95% of 
cases. Any advantage gained by giving double the dose, or the same dose 
twice as often, was negligible. The value of treating the scalp locally in 
addition to chemotherapy proved ‘very definite’ when cures were assessed 
immediately after treatment, but six months later the final cure rate for 
the combined treatment was 95%, as compared with 85% for griseofulvin 
alone. Failure was commoner in males at all ages and in elder persons of 
both sexes. Boys under 10 years of age were the most difficult to cure. 


— World Health News: Practitioner, May 1962. 
INDICATIONS FOR TONSILLECTOMY : 


Primary indications include: (1) a history of repeated attacks of 
tonsillitis; (2) a history of quinsy; (3) tuberculous cervical adenitis; 
(4) gross tonsillar hypertrophy causing obstruction. Secondary indications 
are; (5) diphtheria carriers; (6) frequent attacks of otitis media; 
(7) mesenteric adenitis; (8) speech defects; (9) a miscellaneous group 
comprising frequent colds, continuing cervical adenitis and focal sepsis. 
The point is made that the mere size of the tonsil should not exert an undue 
influence, nor can the appearance of the throat always be relied upon. 
Enlargement of cervical glands is quite a common finding even in the 
absence of a history of throat infections and should not in itself be an 
indication for operation. 


— D. D. Walker, Health Bulletin, 20, 14 (1962). 


* 


BCG VACCINATION AGAINST TUBERCULOSIS IN CHICAGO: 
(A Twenty - Year Study Statistically Analysed) 


This study concerns the effect of BCG vaccination of infants in their 
first week on subsequent tuberculosis morbidity and mortality. The infants, 
all of whom were members of families in which there was no known case of 
tuberculosis at the time, were born in a Chicago hospital in the period 
1937 — 1948 and were followed up until 1960 (23 years). 


Vaccination was ordinarily done by multiple puncture with fresh 
(15 mgm./ml.) or freeze-dried (50 mgm./ml.) vaccine, but 191 infants were 
vaccinated by intracutaneous injection of 0'012 - 038 mgm. 


The total number of infants in the study was 3,381 and there was 
random selection of those to be vaccinated or left unvaccinated as controls, 
1,716 were vaccinated and 1,665 were not vaccinated. 
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E The children were kept under supervision by frequent home and 
clinic visits. As a rule, the mothers who accompanied the children were 
examined by x-ray at the same time. Ifa history of tuberculosis in the 
family was obtained, all usual tuberculosis control methods were applied. 


The many different factors that could have influenced the results 
were recorded, analysed and assessed statistically. The vaccinated and 
control groups were comparable in regard to race, sex, area of domicile and 
duration of observation. 63% came from areas of Chicago where there was 
a high incidence of tuberculosis. 


Follow-up care was similar in both groups, and there were no signifi- 
cant differences in the incidence of childhood diseases or the number found 
to be in good general health by their physicians. When movements of 
subjects from all areas to (a) areas of higher and (b) of lower tuber- 
culosis incidence were considered, there was no significant difference between 
the groups. The numbers lost sight of were similar in each group. 


Although as far as could be ascertained at the time there was no 
known source of tuberculous infection in any of the households, exposure to 
infection outside the home was great as shown by the finding that the 
tuberculin reactor rate in the unvaccinated infants was 12'1% at 1 year and 
19°9% at 2 years with a steadily progressive rise to 83:3% at 17 years. In 
addition members of the families became tuberculous or tuberculous persons 
moved in to the households. There was a total of 121 contact cases (7°1%) 
in the vaccinated group and 111 (67%) in the unvaccinated group. The 
amount of subsequent contact and the type of tuberculosis that developed 
in the households were similar in both groups. There were no significant 
differences in regard to the number who had contact with tuberculosis, the 
duration of contact or the sputum state of the index case. 


Vaccination was followed by tuberculin conversion (20 or 100 TU) in 
99:3% at 2-3 months. This rate continued for atleast 2 years when there 
was a slight reduction. At 9 years 80°2% reacted (Vollmer patch or 100 TU). 


There were 65 cases of tuberculosis in the 1,665 unvaccinated infants 
and 17 in the 1,716 vaccinated. There was one death from tuberculosis in 
the vaccinated and 6 in the controls. There was thus a 74% reduction in the 
total case rate and an 83% reduction in deaths in the vaccinated group. 
The vaccinated subject who died had tuberculous meningitis. He had not 
undergone tuberculin conversion when tested at 6 months and was not 
revaccinated. In the 639 families in which there were both vaccinated 
and unvaccinated siblings, 8 of the 790 vaccinated children developed tuber- 
culosis compared with 29 of the 845 controls. All these differences were 


regarded as being highly significant. 


— ROSENTHAL, 8S. R., and others 
Pediatrics 28, 622—41 (1961). 
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TUBERCULOSIS TRENDS IN HONG KONG — A MAJOR VICTORY FOR BCG 
VACCINATION P 


The terribly overcrowded living conditions in Hong Kong provide 
an ideal breeding ground for a tuberculosis epidemic. The situation in 1951 
was as follows: (1) 4 death in every 5 was caused by tuberculosis; 
(2) 40% of the tuberculosis deaths occurred in children younger than 5 
years of age; and of the total deaths from all causes 8% were children 
younger than 5 who died of tuberculosis; (3) 2% of the adult population 
had active tuberculosis. Under the auspices of the WHO an active 
campaign of BCG vaccination of all infants was started; 20 gamma vaccine 
by the multipuncture method was used. Conversion rates between 60 and 
90% were obtained in 1960. Of all babies born 71°5% were vaccinated. 
During the period between 1954 and 1959, the mortality rate in children 
below 5 years of age fell by almost 70%- almost 24 times more than that 
above 5 years. During this period the morbidity in adults remained 
substantially unchanged, while at the same time the morbidity for children 
below 5 has fallen by 60%. 


— A. 8. Moodie, Indian Journal of Tuberculosis 8, 59-67 (1961). 


TUBERCULOSIS SURVEY AMONG STUDENTS OF DACCA UNIVERSITY: 


Of 1,645 students of Dacca who were Mantoux tested with 1 and 10 
tuberculin units of PPD, 56:2% reacted to 1 TU and 10% to 10 TU. Al the 
1092 reactors were advised to have an x-ray examination, but only 621 
reported. Of these 55 (8°7%) had radiological evidence of pulmonary tuber- 
culosis. Excluding the 471 absentees the discovery rate was 4°7 %. Those 
with negative sputa were allowed to continue ambulatory treatment from 
their hostels. Four students with positive sputa were advised to discontinue 
their studies and take treatment. Tuberculin surveys followed by x-ray 
examination of the positive reactors among University students will be a 


very useful approach for the prevention of tuberculosis in any’ 
community. 


— Islam, N., and others. J. Trop. Med. & Hyg. 63, 206-208 (1960). 


MEGALOBLASTIC ANEMIA IN SCURVY WITH RESPONSE TO 50 MICROGM. OF FOLIC 
ACID DAILY: 


A patient with clinical scurvy, macrocytic anemia, alow serum folic acid 
activity and a slightly elevated urinary formiminoglutamic acid excretion 
manifested a megaloblastic bone marrow and a marked increase in formiminogluta- 
mic acid (FIGLU) excretion within two weeks on a vitmin-free diet. Intravenous 
injection of large daily doses of synthetic ascorbic acid failed to prevent 
progression of this process. Subsequently, small doses of synthetic pteroylgluta- 
mic (folic) acid, 50 microgm. intramuscularly a day, initiated hematologic 
improvement, which may or may not have been augmented by subsequent 
therapy with other components of the vitamin B complex. 
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The findings in this patient suggest that in patients with borderline folic 
acid deficiency overt megaloblastic bone-marrow change may develop within 
two weeks when they are totally deprived of dietary folic acid, that 
ascorbic acid per se has no hematopoietic effect in the presence of such a 
deficiency and that a total daily dose of 50 microgm. of pteroylglutamic acid, 
which may induce a suboptimal hematologic response in the subject with 
megaloblastic anemia who is deficient in folic acid, is therefore probably in the 
range of the minimal daily adult requirement for this form of folic acid. 


In therapeutic trials daily doses of 50 to 100 microgm. of pteroylglutamic 
acid given parenterally may be preferable to larger doses. 


— Zalusky R and Herbert, V. New England Journal of Medicine, 
Vol. 265, 1961. pages 1033-10388. 


REVIEW 


Maharashtra Medical Journal — Special Number on Tuberculosis — 
Part I & II April and May 1962 — Vol. IX — No. 1 & 2. 


The Maharashtra Medical Journal has again brought out another 
bumper special number — on Tuberculosis this time in two parts in April and 
May 1962. 


Importance of radiology in treatment of pulmonary tuberculosis is a 
chapter of much importance in the diagnosis of pulmonary tuberculosis. 
But how far a general practitioner will appreciate the points brought out as 
put forth in the interpretation of chest radiograms is doubtful. But this is 
a very useful article for people who want to make a good diagnosis from a 
radiogram and who are tuberculosis minded. ` The tips given in the handling 
of young patients and the preparation of female patients for radiographic 
investigations, the importance of x-ray films and information regarding 
mass radiography using miniature films will be quite welcome by the general 
practitioners. 


The two chapters on tuberculosis in children and prophylactic measures 
against tuberculosis in children are quite important in the control of 
tuberculosis as a whole and pulmonary tuberculosis in particular. The 
diagnosis and the manifestations of childhood tuberculosis could have been 
dealt a little more elaborately because of the importance of detection of 
cases in the early childhood. The points regarding B C G vaccination, 
general prophylactic measures, primary and secondary chemo-prophylaxis 
with INH and the duration of treatment are important and useful 
information for all. 


Pulmonary tuberculosis and associated diseases is a useful chapter. 
It is an eye opener both to the surgeons and to the general practitioners. 
And the author has rightly stressed, the difficulties and the contra indications 
in treating tuberculosis in a peptic ulcer patient with PAS and with PP 
and the general practitioners and tuberculosis specialists will do well to pay 
attention to the stomach and duodenum before starting treatment. The 
author could have mentioned some more associated conditions like cardiac 
diseases, other lung conditions other than asthma including malignancy and 
pregnancy, though not a disease, a very often associated physiologic state. 


The line of treatment mentioned in cases having tuberculosis and 
diabtetes mellitus is very useful. The necessity for the estimation of blood 
sugar is well stressed and the use of plain insulin to stabilise the diabetes is 
important. The contra indications for the thiosemicarbazones and cortisones 
in diabetes is worth remembering. 


Tuberculous pleurisy with effusion has been dealt by two authors. 
The modern concept of the pathogenesis and treatment is given with 
importance to pleural biopsy in the diagnosis and introduction of 
corticosteroids in the treatment is dealt with. Prolonged rest or early 
ambulation ? — has been well discussed. 
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In the paper on genito-urinary tuberculosis the recent lines of 
surgical treatment and the line of laboratory and radiological investigations 
and the precautions to be taken while using streptomycin and P. A, S. in 
particular are useful points for the general practitioners. 


The article on skeletal and skin tuberculosis, forms a good revision for 
the specialists as well as the general practitioners. 


l Chapters on thoracoplasty, resection and other surgical procedures 
give an idea of the scope of the different surgical procedures in pulmonary 
tuberculosis. The indications and when to refer a case to the surgeon is 
very helpful for the medical men dealing with the disease. 


Epedemiology and tuberculosis in relation to industry, and the present 
day problems in the control of tuberculosis reveals certain new obstacles in 
the control of the disease in our country as compared with other countries. 


The chapter on the present day concept of a T. B. clinic and their 
place in tuberculosis control gives us an idea of how to set up tuberculosis 
control units, both for treatment and prevention and for controlling a larger 
area and populations with facilities available. Domiciliary treatment and 
mass B. C. G. vaccination, with methods of case finding will improve our 
position in the control of the disease very much. 


The article on treatment as a tool for the prevention of tuberculosis 
stresses the importance of general practitioners treating tuberculosis to cover 
a larger number of patients and we find chemotherapy of tuberculosis is no 
more a specialist’s job. 


Tuberculosis will continue to remain a problem for the state and for 
the medical profession in India and the Maharashtra Medical Journal and 
the several. authors who have contributed to the special number on 
tuberculosis should be congratulated on their fine performance. 


—S. V. SUBRAMANIAM. 


I. M. A. delegate to the annual meeting of the 
British Medical Association. 


Dr. C. Nathamuni Naidu, L.M. (Dub.), z.7.p. (Vienna), 
President of the Madras State Branch of I. M. A. has been 
elected as the official delegate of I. M.A. tothe 130th 
annual meeting of the British Medical Association to be 
held at Belfast, Ireland, from 22nd to 27th of July 1962. 
Dr. Nathamuni Naidu left Madras on 18—7——1962 for 
Bombay enroute to Belfast, After attending the meeting 
of the British Medical Association, Dr. Naidu will visit a 
few other places in the continent and will return home on 
20—8— 1962. 





ASSOCIATION NOTES 


BRANCH NOTES 
Anamallais Branch: 


At the annual meeting of the Anamallais Branch of I. M. A. held on 
12—5—1962 the following office-bearers have been elected for the year 
1962—68 : 


President : Dr. M. K. R. Jayachandran 
Vice-President : Dr. M. P. Gundappa 
Hony. Secretary : Dr. K. Viswanatha Menon 


Hony. Joint Secretary: Dr. K. S. Venkatachalam 


Coimbatore Branch: 


1. The monthly meeting of the Coimbatore District Medical Associa- 
tion was held as a joint meeting with the Clinical Association of the Govern- 
ment Head-Quarters Hospital, Coimbatore on Monday, the 26th March 1962 
at 5 P.M. in the Nurses’ Quarters, Government Head-Quarters Hospital, 
Coimbatore. 


Dr. V. Selvaraj, M. B., B. S., President of the Clinical Association of 
the Government Head-Quarters Hospital, Coimbatore presided. 
A number of interesting cases were demonstrated. 


Annual Meeting 


2. The thirty-seventh annual general meeting of the association was 
held on Sunday, the 15th April 1962 commencing at 2-45 P.m. in the 
association building. About 150 members were present. 


Dr. G. T. Gopalakrishna Naidu, L. M. P., L. P. H., president delivered 
_ the welcome address to Dr. Kumari A. B. Marikar, m. D., D. @. 0., Director 
of Medical Services, Madras. 


Condolence resolution touching the death of Dr. D. V. Venkappa, 
past president of the Indian Medical Association was passed, all members 
observing silence for about 2 minutes. 


Dr. R. Padmanabhan, M. B., B. S., Honorary Associate Secretary, then 
read the annual report and the statement of accounts for the year 1961 
and they were passed unanimously. 


Dr. Kumari A. B. Marikar, M. D., D, G. 0., Director of Medical Services 
gave her valedictory address. 


Tea and light refreshments were provided by M . Pfi i 
Limited, Bomber,” provi y M/s zer Private 
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After Tea, Dr. P. N arendran, M, B., B. S., F. R, ©. S. (Edin), F. B. C. 8. 


(England), gave, an interesting lecture on ‘Spontaneous Sub-arachnoid 
Haemorrhage’. 


The following office bearers were elected :— 


President : Dr. Mrs. Anna Vareed 
Vice-President : Dr. C. V. Ramaraj 
Hony. Secretary : Dr. V. Sriramulu 

Hony. Associate Secretary: Dr. Mrs. Sarojini Raman 
Hony. Treasurer : Dr. K. R. Venkatesalu 


Members to the managing committee of the association and to the 
state and central councils of the I. M. A. were also elected. 


Dr. G. T. Gopalakrishna Naidu, the outgoing president requested the 
president-elect Dr. Mrs. Anna Vareed to take the chair. 


Dr. P. V. Kurian, M. B., B. S., D. T. M., M. S. (Mich), Assistant Director, 
Pasteur Institute, Coonoor, gave a lecture on ‘Infective Hepatitis’, which 
was very instructive and interesting and was followed by discussion of some 
practical problems. 


The next item was open air games and indoor games in which many 
members took part. The District Medical Officer, Dr. V. Selvaraj took a lot 
of trouble in organising the games and veriety entertainment. 


A sumptuous dinner was provided by Mr. E. V. Paddu of M's. 
Maniam & Co., Coimbatore. 


After dinner, there was a variety entertainment presented by some of 
the members of our association which was very interesting and entertaining. 


Then Dr. Kumari A. B. Marikar, M. D., D.G.0., Director of Medical 
Services, Madras, distributed the prizes for the various winners and runners 
up in the open air games and indoor games. 


After a vote of thanks and National Anthem, the function came to a 
close at 10 P. M. 


3. The monthly meeting of the Coimbatore District Medical Associa- 
tion was held on Monday, the 21st May 1962 at 6. P.M. in the premises of 
the association. Dr. Mrs. Anna Vareed, F. R. 0. S., M. B., B. S., D, R. C. 0. G., 
F. R. F. P. S. presided. 


Condolence resolutions were passed touching the deaths of: 
(1) Dr. G. A. Chandrasekharan, Chettipalayam 
(2) Dr. J. K. Gnanaolivu 
(3) Wife of Dr. Pratap Shetty 
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The president introduced to the gathering the speaker of the day, 
Dr. M. K. Krishna Menon, B. A., M, D., Director, Upgraded Institute of 
Obstertrics and Gynaecology, Madras and requested him to address the 
meeting. Dr. M. K. Krishna Menon, then delivered his address on ‘Some 
Common Obstetrical Emergencies in General Practice’, which was very 
instructive and interésting. There was the usual discussion after the 
lecture. The president thanked the speaker for his erudite handling of the 
subject and others who took part in the discussion. 


Madurai Branch: 


Monthly meeting of the Madurai Medical Association was held on 
Saturday, the 23rd June 1962, under the presidentship of Dr. K. Rama- 
chandran, M. 8. Madurai. 


Dr. K. A. Ramalingam, m. B., B. S., F. R. 0. s. (Edin), Honorary 
Lecturer in Orthopaedics, Madurai Medical College and Medical Officer, 
Orthopaedic Department, Erskine Hospital, Madurai gave an interesting 
lecture on ‘Orthopaedic Problems in General Practice.’ The secretary 
Dr. D. R. Rajaram M. B., B. S., proposed a vote of thanks. 


Nilgiri Branch : 


l. A monthly meeting of the I. M. A., Nilgiri branch was held at 
the Government Headquarters Hospital, Ootacamund on 9th June 1962 
with Dr. P. V. Kurian, president in the chair. 


Dr. P. K. Krishnan Kutty, Honorary Physician, General Hospital, 
Madras spoke on ‘Coronary Artery Disease’. The speaker stressed on 
atypical symptoms of coronary artery disease and also the incidence in 
younger subjects other than the common age group, 40—60 years. 


2. The monthly meeting of the Nilgiri District Branch of the 
I.M. A. was held at the Pasteur Institute, Coonoor on 14—7—1962 with 
Dr. P. V. Kurian, president in the chair. 


A condolence resolution was passed on the death of Dr. B. C. Roy. 


Dr. C. H. Sivaraman, M. B., B. S., M. R. C. P. (Edin), D. T. M. & H., 
addressed the members on ‘ Changing Phases of Medicine’. He stressed the 
point that medicine can never be static as other sciences. He cautioned the 


medical practitioners to use carefully the modern double edged therapeutic 
agents. 


_Dr. Thyagarajan, Medical Officer-in-charge, Government Lawley 
Hospital, Coonoor presented the following cases: 


(i) Imperforate anus, high type successfully operated at one 
sitting. 


(ii) Meningococle — operated successfully. 
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(iii) Double vagina with small bladder, the presenting symptom 
being constant dribbling of urine. 


(iv) Psendomuscular hypertrophy 


_ A film “Cortico-steroid—ten years of progress” kindly made 
available by Ms. Merck Sharp & Dohme of India, Ltd., was projected. 


Ramanathapuram Branch: 


The monthly meeting of the Ramnad branch I. M. A. was held on 
Sunday, the 24th June 1962 at 5 P. m. at ‘Kamak Hall’ of S. M. N. V. High 
School, Sivakasi. Dr. S. Raju Ayyar presided over the function. 
Dr. K. Bhaskar Rao, M. D. gave a very good lecture on ‘Some Obstetric and 
Gynec Problems in General Practice’. The meeting came to an end with a 
vote of thanks by the secretary. 


Salem Branch: 


1. An ordinary meeting of the Indian Medical Association, Salem 
branch was held on the Ist of July 1962 at 6 p.m. in the Folke’s Hall, 
Salem, Dr. Jayaramachandran presiding. 


Dr. C. V. Ramakrishnan, M. B., B. S., T. D. D., of the Chemo-therapy 
Unit, Madras, addressed the members on ‘Trends in Treatment of 
Tuberculosis’. Dr. C. V. Ramakrishnan in his speech said that combined 
treatment with two drugs is better than any one drug and the treatment 
must be continued for one year. In a great many cases sanatorium 
treatment is not necessary and a large number of cases do well without 
any surgical intervention. He showed several x-rays of patients treated at 
the chemotherapy unit. 


At the end of the speech there was a lively discussion. 
Dr. Chandrapal proposed a vote of thanks. 


9. An ordinary meeting of the Salem branch of the I. M. A. was 
held on the 14th July 1962 at 6pP.M. in the Folke’s Hall, Salem, 
Dr. Jayaramachandran presiding. 


Dr. Sampath Loganathan, M. B., B. S., M. R.O. P., D. CH. (Lond), 
Associate Professor of Paediatrics, Bangalore Medical College and Senior 
Paediatrician, Vani-Vilas Hospital, Bangalore, spoke on ‘Management of 
Dehydration in Infancy’. 


After the speech there was a film show on * Asthma’ by Messers. 
Warner. 


Dr. Chandrapal proposed a vote of thanks. 
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Visit of Sir Douglas Robb. 


Dr. Sir Douglas Robb, President of the British Medical 
Association and Chancellor of the Auckland University, 


and Lady Robb, visited Madras on 17th June 1962. The 
distinguished visitors were received at the air port by 
Dr. Nathamuni Naidu, President of the Madras State 
Branch of I. M. A. and Dr. R. G. Krishnan, President of 
the Madras City Branch of I. M. A. and other office- 
bearers of the Madras City Branch of I. M.A. He was 
taken to Vellore where he visited the Christian Medical 
College and Hospital and addressed the members of the 
North Arcot Branch of I. M. A. and the other doctors of 
the Christian Medical College Hospital, Vellore. He 
returned to Madras City on 18—6-——1962 and addressed a 
meeting of the Madras City Branch of I. M. A. at the 
General Hospital, Madras, and delivered the Endowment 
Lecture on behalf of the University of Madras. The 
distinguished visitors left on 19—6—1962 for Bombay and 
were seen off at the air port by Dr. C. Nathamuni Naidu 
and other office-bearers of the Madras State Branch, 
I.M. A. and Dr. C. S. Sadasivam, Thoracie Surgeon, 
Government General Hospital, Madras, 






REFRESHER COURSE FOR GENERAL PRACTITIONERS 


The faculty of the Christian Medical College and 
Hospital, Vellore will offer an intensive Refresher Course 
for General Practitioners this year. A similar programme 
was conducted last year. 









The course will last for one week and will commence 
on September 3rd-8th 1962 inclusive. 5 


If you desire to participate or wish more information, 
kindly write to the Medical Superintendent, Christian 
Medical College Hospital, Vellore. 


A postal order for two Rupees may kindly be enclosed 
for the application form and detailed particulars including 
the course programme. 


